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NSW has demonstrated leadership in implementing 
integrated care in Australia. One advanced initiative in 
NSW is Collaborative Commissioning, which overcomes 
primary and acute care fragmentation and incentivises 
locally developed integration of care through the 
creation of a joint body with members from the 
respective Primary Health Networks and Local Health 
Districts.17 In NSW, six Collaborative Commissioning 
partnerships have been implemented for chronic 
diseases driven by a need reduce costs and pressures 
of community and hospital services.8 

Furthermore, in Queensland and Victoria, additional 
integrated care initiatives have been undertaken. Some 
notable examples include: 

•	 The Commissioning Collaborative for Mental Health, 
Alcohol and other Drug and Suicide Prevention 
(MHAODSP) services, where a governance group 
with members from the respective PHN, Hospital 
and Health Service (HHS), QLD Health, and Children’s 
Health QLD was created to consult and plan the co-
commissioning of MHAODSP services.

•	 The Victoria Integrated Care Model (VICM), which 
was developed to support care providers to 
implement high quality integrated care and provide a 
patient centred approach across primary secondary 
and tertiary care. Initiatives that draw on the VICM 
include HealthLinks, the Hospitals Admission Risk 
Program (HARP) and the Patient Centred Medical 
Home (PCMH) model of care.

Australia has been learning about 
the implementation of integrated 
care for over 10 years, generating 
experience at a regional and state 
level. Efforts have focused on specific 
programs primarily for patients with 
complex or long-term care needs 
where fragmented care can have the 
greatest impact. 

These initiatives have been implemented within 
existing institutional structures and are dependent on 
temporary funding programs, not reflective of national 
wide systemic changes. Initiatives have often benefited 
from traditional financing, which in some instances 
may be incompatible with VBHC due to misaligned 
incentives between stakeholders. This is one factor that 
currently presents a major barrier to making integrated 
care a sustainable reality in Australia and value-based 
payments should be explored instead (see later section). 
Additionally, barriers in information sharing between 
acute and primary services affect implementation 
of integrated care programs and continuity of care 
of patients. Finally, the creation of additional roles such 
as care coordinators to support patients in navigating 
care pathways, as well as providing additional roles to 
existing providers (e.g. allowing pharmacists to conduct 
spirometry tests) has been effective at a local level and a 
framework for rolling such changes out nationally could 
be considered. 

There is also opportunity to build on the localised 
learnings to date to implement Commonwealth and/
or state driven, systemic reform to support integrated 
and coordinated care, such as the implementation 
of system wide enablers. In QLD, NSW, VIC and 
South Australia state-wide initiatives have begun to 
systematically improve the measurement of patient 
reported measures. However, this is typically in acute 
hospital-based care, rather than general practice.10

Defining and measuring value 
A pivotal factor in advancing value-based healthcare 
and facilitating the transition to a high-value 
healthcare system lies in our ability to define and 
assess value based on health outcomes and costs. 
There is a need in Australia to reduce ‘low-value’ 
healthcare provisions with the NHRA Mid-term Review 
estimating that “only 60% of health care is consistent 
with guidelines, with 30% considered wasteful or low-
value and 10% harmful.”11

Innovation in assessing value in healthcare provision 
is challenging because it is difficult to define and 
measure appropriate outcomes attached to financial 
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In Australia, there has been a 
notable increase in the standardised 
use of PRMs and the collection of 
clinical outcomes data, primarily in 
acute-hospital based care. However, 
consistent use varies widely across 
Australia and between indications. 
The Australian Commission on Safety and Quality 
in Healthcare (ACSQH) is a national government 
body that supports the uptake of PRMs for quality 
improvement and person-centred care and has made 

Australia has taken initial steps to create systems to 
identify health outcomes that are of value to patients, 
primarily via a push to increase use of PRMs. However, 
use varies across jurisdictions, indications, and 
healthcare settings (greater use in acute settings) and 
further national-level consultation and coordinated 
approaches are needed. Initial steps towards 

integrating healthcare data have been observed. 
What remains necessary is the systematic capability to 
accurately capture patient outcomes across their care 
pathway. This will require a dedication to enhance data 
gathering on health outcomes and costing data across 
the care continuum.

Table 1. Australian health information system integration initiatives

CASE STUDY DETAILS

My Health Record •	 My Health Records is centralised repository of healthcare records for Australians which was intended 
to support EMR information sharing between providers and overcome siloed data structures

•	 Despite significant investment there remain issues with data gaps and poor visibility which restrain 
the use for clinicians

Practice 
incentives 
program quality 
improvement  
(PIP QI)

•	 PIP QI was introduced in 2019 to incentivise quality improvement through a payment to  
general practices

•	 Nationally, the implementation of a quality improvement incentive program for general practice (PIP 
QI) has led to ~5,000 general practices sharing data across 31 PHNs 

Lumos •	 Lumos is a NSW state-wide data linkage project supported by the NSW Government and the 
Commonwealth under the NHRA

•	 Lumos integrates primary care and acute care data to provides a system-wide view of patient 
healthcare needs and service gaps, overcoming fragmentation of healthcare data collected 
separately across public, private, acute, and primary health care providers 

value accurately and subsequently attribute them 
to relevant healthcare providers. Additionally, the 
development of health data infrastructure, including 
connected and interoperable EHR, disease registries, 
and the ability to link to costing data, remains a key 
challenge critical to the adoption of VBHC. 

important progress in capturing learnings from early 
adopters. Further, efforts are emerging to advance 
the discourse at a national level and apply a VBHC 
approach to the measurement of healthcare outcomes. 
For example, the Australian Centre for Value-Based 
Health Care hosted a forum in 2022 “Measuring What 
Matters” to discuss the need to improvement PRMs use 
across Australia.7 In QLD, NSW, SA, and VIC state-wide 
initiatives have begun to systematically improve the 
measurement of patient reported.10

Australia has a healthcare system whose complexity 
and fragmentation has led to compartmentalised 
health information systems, along with inconsistent 
data formats, standards, and terminologies across 
different information systems. Such examples are 
detailed in table 1. The Australia Digital Health Agency 
acknowledged these challenges when it reported 
“The healthcare sector lags behind other industries in 
adopting digital technologies that deliver  
seamless connectivity.”12
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VBHC funding mechanisms 
Australia’s current healthcare funding arrangements 
sit within a complex health system, with multiple 
funders across a public-private system with shared 
governance at national, state and regional levels. 
Different funding models are used, based on where 
care is delivered and the type of organisation. Tertiary 
care is funded through a mix of activity-based funding/
fee-for-service for clinical services whilst primary care 
relies upon fee-for-service payments mainly funded 
through the Medicare Benefits Schedule and out-of-
pocket payments. This presents a landscape where 
navigating complex care pathways and integrating care 
is difficult, as it is challenging to allocate funds across 
the health system in an efficient way. Furthermore, the 
most prevalent healthcare payment model, fee-for-
service, incentivises the provision of a high volume of 
services rather than explicitly promoting higher value.

Out of the three drivers analysed in this paper, value-
based funding is likely where Australia has the least 
experience and further commitment to researching 
and trialling innovative payment types is needed. 
Current efforts encompass initiatives that enhance 
the efficient utilisation of resources by reducing ‘low-
value’ interventions and small scale pilot programs 
experimenting with various funding models more 
closely aligned with VBHC (i.e. providers are rewarded 
for improving health outcomes). 

The efforts to reduce low-value interventions include 
national initiatives such as the Medicare Benefit 

Schedule (MBS) review, which aimed to improve value 
and efficiency by amending or removing MBS items. 
However, recent analysis suggests there were no 
significant effects on medical expenditure, the volume 
of care or average fees charged (except in the case for 
GP fee for spirometry diagnosis) and the net overall 
effect was cost neutral.13

Further, initial efforts in Australia to implement 
outcomes-based funding have included pay-for-
performance schemes that either reward providers 
based on process standards or intermediate health 
outcomes, or penalise providers for poor performance 
or outcomes.14 Examples of such policies that have been 
implemented at varying levels across Australia include:

1.	 In 2017, IHACPA reduced or provided no funding 
for episodes of care with poor performance (e.g., 
hospital acquired complication or avoidable  
hospital admission).15

2.	 The Practice Incentive Program QI (administered 
by the Department of Health) provides financial 
payments to GPs based on process outcomes 
(collection and provision of data) and on 
select domains (e.g., diagnosis and effective 
management of diabetes, provision of data  
to PHN’s).16

3.	 NSW Leading Better Value Care program is a pay 
for performance-best practice tariff model where 
providers are rewarded for delivering care that 
aligns with clinical best practice.14 
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About IQVIA
Who we are
IQVIA is a global provider of advanced analytics, 
commercial strategy advisory services, and clinical 
research services to the life sciences industry. With a 
footprint in over 100 countries, we have unparalleled 
expertise in understanding issues faced by the life 
sciences industry and governments to respond to 
the challenges as novel therapies and technologies 
come to market. Leveraging our global expertise, 
IQVIA provides services based on best-practice case 
studies to help adapt to a rapidly evolving healthcare 
landscape. 

Our capabilities
IQVIA’s team in Australia supports PHNs and HHSs 
in developing, costing, implementing and evaluating 
relevant Value-Based Healthcare programs.  
This includes: 

•	 Developing target cohorts by indication for local  
care pathways

•	 Co-designing with local stakeholder the future care 
pathways using VBHC principles

•	 Evaluating existing VBHC programs

•	 Costing new care pathways 

•	 Proving the sustainability of new models of care 

Further, IQVIA has its pulse on the evolving role of 
stakeholders withing the primary healthcare space, 
such as pharmacists and their increasing role in 
aiding patients - notably via the ability to prescribe 
some medications and conduct health evaluations. By 
leveraging longitudinal data we can also effectively 
measure prescribing trends at the pharmacy level and 
use this in the context of evaluating specific VBHC 
program successes. 

Globally, IQVIA is supporting NHS England in the 
implementation of their federated data platform, 
to provide software to effectively link patient data 
between NHS trusts and regional system.19 

Our global capabilities expand into a range of 
solutions, including our modular Connected Healthcare 
Platform which is aimed at improving healthcare 
and research to help drive improved care delivery, 
operational efficiencies and cohort centred initiatives. 
Capabilities include telehealth, ePROs, population 
health, patient costing, capacity management, data 
analytics and benchmarking, patient finder, and more.
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